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Fig. 1. Graft with continuous sutures on both sides. 
cannula for venous return and using a femorofemoral 
circuit. Left ventricular distension was relieved by use 
of the rapid infuser backwards. After a total inefficient 
near arrest ime of 35 minutes, normal sinus rhythm 
was established simultaneously when body tempera- 
ture reached 36 ° C. Transesophageal chocardiogra- 
phy was carried out disclosing good equal LV 
contraction, enabling us to proceed with the correc- 
tion of a thoracoabdominal aneurysm, going back to 
aortofemoral bypass, and 34 ° C hypothermia. The 
patient had an uneventful recovery. However, this 
frightening experience has tempered our enthusiasm 
for routine application of 30 ° C hypothermia, nd we 
now target 32 ° C and have a low prime femorofemo- 
ral bypass circuit in the immediate vicinity should 
defibrillation occur. 
With regard to Dr. Kouchoukos' econd question 
of intercostal implantation, we have continued to 
study every patient undergoing elective repair tO 
determine the site of origin of the artery of Adamkei- 
wicz. We have now studied more than 60 patients 
without significant neurologic morbidity, but with 
two instances of atheroembolism, neither of which 
resulted in limb loss or organ failure. The artery of 
Adamkeiwicz varies not only with regard to location 
(T-8 to L-2), but in regard to size and importance. 
On three instances, very large contributions were 
visualized that perfused the anterior spinal artery in a 
cephalad, as well as a caudad fashion. In all other 
cases, perfusion has been caudad. When the artery of 
Adamkeiwicz has been identified, we always implant 
the appropriate intercostal rtery and no other pairs. 
When we cannot identify the artery of Adamkeiwicz, 
which occurs in about 40% of the cases, the largest 
pair of intercostal rteries has lways been implanted. 
With the techniques of sequential repair, renal 
perfusion is sustained by the pump during the period 
of intercostal attachment. Thus we believe there is 
everything to gain and virtually nothing to lose by 
attaching a specific one whenever possible and taldng 
the best guess when this is not known. 
We agree with Dr. KoUchoukos that paraplegia s
multifactorial in these patients. That being the case, 
we believe that all modalities designed to prevent or 
limit spinal cord ischemia should be harnessed. In our 
extended series, consisting of 29 patients with 
Crawford group I1 or DeBakey IIIB aneurysms, two 
have had development of late onset paraparesis. In 
each case, spinal fluid drainage, although attempted 
before the induction f general anesthesia, was 
unsuccessful. Both patients have had a good recovery 
and are walking. In essence, our own experience 
suggests that all adjunctive methods are helpful in the 
treatment of patients with extensive thoracoabdomi- 
nal aneurysms. 
G. Melville Williams, MD 
Department ofSurgery 
Johns Hopkins Hospital 
600 N. Wolfe St. 
Carnegie Bldg., Rm. 442 
Baltimore, MD 21287 
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Migration of  a vascular prosthesis through 
a urostoma 
To the Editors: 
Although vascular surgeons are familiar with 
prosthetic-enteric fistulas, we have not found any case 
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Fig. 2. Detail of intact suture. 
reports in the literature on total migration of vascular 
prosthetic material through the bowel wall. Therefore we 
report an unusual observation i the follow-up of a patient 
after acute venous surgery. 
CASE REPORT 
A 58-year-old man underwent operation because of 
carcinoma (pT1NoMoGII) of the bladder; a total cystec- 
tomy was performed, followed by construction of a 
Bricker's urostoma in the right hypochondrinm. During 
operation an accidental transection of the right external i iac 
vein occurred. A ringed 6 mm polytetrafluoroethylene 
interposition graft was used in restoring venous continuity, 
with 6.0 polypropylene continuous utures for the anasto- 
moses. To ensure sufficient flow through the graft, an 
arteriovenous fi tula between the common femoral armry 
and vein was constructed on the ipsilateral side. No edema 
of the right leg was observed after operation. The patient 
continued to receive intravenous heparin after surgery until 
oral anticoagulation with coumarin was accomplished. 
After 3 weeks, because of inadequate dosage of the 
anticoagulant, acute thrombosis of the graft resulted in 
phlegmasia cerulea dolens of the right leg. Thrombectomy 
was su_ccessfully performed, and a new arteriovenous fi tula 
of greater diameter was created in the right groin. After 3 
months thrombosis of the right leg reoccurred and was 
treated conservatively. Ascending phlebography showed 
total occlusion of the graft, but no significant edema of the 
leg was noted. Three years later the patient came to the 
outpatient clinic holding a segment of vascular prosthesis of 
what appeared to be the polytetrafluoroethylene interpo- 
sition graft (Fig. 1), complete with suture materials on both 
sides (Fig. 2). He told us he had found it in his urostoma. 
Ascending phlebography showed total occlusion of the 
right lilac vein without extravasation of contrast. The 
patient remains symptom free, and the condition of his 
right leg has not altered. 
A lesion of the external lilac vein, as reported in this 
case, could be treated by venous ligation, by cross-over 
saphenous vein bypass grafting, :t or by prosthetic or 
autogeneous interposition graft replacement. We opted for 
the use of prosthetic venous interposition grafting, al- 
though good results also have been reported with the use 
of autogenous conduits. 2 
Erosion of vascular prostheses through adjacent organs 
can be seen after inflammatory reactions 3 or because of 
pressure erosion between the duodenal wall and aortic 
prostheses. 4 In our case there was no evidence of inflam- 
mation. Therefore we hypothesize that mechanical factors 
such as arterial pulsations of the abutting lilac artery or 
bo&el movements led to incorporation of the graft into the 
Bricker's urostorna. The remarkable fact that both suture 
lines were attached intact to the graft leads to the 
assumption that total occlusion of the right iliac vein must 
have resulted in degeneration f the graft anastomoses, thus 
setting the prosthesis free for its expulsion through the 
s toma.  
Robert Haverlag, MD 
Tik Ien Yo, ME) 
Department of Surgery 
St. Clara Hospital 
Olympiaweg 350 
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Regarding "A case of  cystic adventitial disease of 
the popliteal artery demonstrated by magnetic 
resonance imaging" 
To the Editors: 
I read with interest he recent article by Crolla et al. 
(J VASC SURG 1993; 18:1052-5). In this article the authors 
recommend computed tomography (CT) or magnetic 
resonance imaging (MRI) as the diagnostic tool of choice 
in young patients who are free of atherosclerosis and who 
have episodes of intermittent clandication of the calf. The 
authors present a case of cystic adventitial disease (CAD) 
demonstrated byMRI as a large intramural mass producing 
a slitlike compression of the arterial umen. 
We have recently reported two cases of CAD of the 
popliteal artery.1 In one case, MRI showed on T2-weighted 
images, a significant compression of the popliteal artery 
lumen by a surrounding mass, similar to Crolla's findings. 
We additionally were able to visualize a double communi- 
cation that entered the knee joint capsule. One of the 
connections reached the intercondylar space, whereas the 
other reached the serous bursa of the lateral head of 
gastrocnemious muscle. We believe that these findings are 
highly specific, preoperative, diagnostic signs for CAD and 
that arteriography and CT scanning bring no additional 
necessary information i  the worknp of patients with CAD. 
It is interesting to notice that, in Crolla's article, no 
direct sign of CAD was exhibited by Tl-weighted MRI. 
Like Crolla, we failed to demonstrate any direct sign of 
CAD by Tl-weighted MRI for our second patient, even in 
transverse images. We concluded that MRI should include 
T2-weighted and gradient-echo sequences with three- 
dimensional Fourier-transformed volumic sequences for 
each patient with suspected CAD. 
We don't believe that the narrowing of arterial umen 
on Tl-weighted lateral projection MRI of the knee is a 
specific sign of CAD. We believe that this sign can be 
present in a normal population or in a population with a 
true or a functional entrapment of the popliteal artery. 
Hyperextension of the knee, sometimes completed by 
active plantar dorsiflexion, can also produce movement 
artifacts. 
Magnetic resonance angiography may be a more 
interesting alternative. Our policy is to avoid use of contrast 
material in young patients with CAD or popliteal artery 
entrapment syndrome 2 and who typically are free of 
atherosclerosis. Duplex scanning is first performed to 
obtain hemodynamic and circulatory data. The failure of 
the technique in visualizing direct signs of CAD is frequent, 
and, as was the case with Crolla's patient, duplex scanning 
could not exhibit a preoperative diagnosis for our patients. 
However, duplex scanning is useful to detect parietal 
calcifications and atherosclerosis n older patients and 
should thus be used as a first-line diagnostic test. Then 
MRI, including T2-weighted MRI and magnetic resonance 
angiography, is performed and gives morphologic data 
about he cyst and possible communications with the knee 
joint. It also gives an arterial map that provides data 
comparable to angiography, particularly in young patients. 
The combination of these two techniques allows us to 
establish an early specific preoperative diagnosis and to 
avoid the use of contrast material and ionizing radiations. 
The cost of this noninvasive xploration is comparable to 
the association of duplex scanning, arteriography, and CT. 
The rarity of cystic adventitial disease of the popliteal artery 
and the potential for serious complications justify the only 
use of the most specific diagnostic test, that is, MRI 
associated with duplex scanning. 
Laurent Chiche, MD 
Department of Vascular Surgery 
HIA du Val de GrSce 
74 Bd Port-Royal 
75230 Paris Cedex 05, France 
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Importance of the occluded external carotid artery 
after carotid endarterectomy 
To the Editors: 
The interesting case report by Gaunt et al. (J VASC 
SURG 1994;20:104-7) documented an incipient hrombo- 
sis of the carotid artery detected in the operating room after 
carotid endarterectomy. Platelet-rich thrombus had formed 
on the raw endarterectomy surface, and no underlying 
technical error was apparent. An occlusion of the external 
carotid artery demonstrated byoperative angiography was 
corrected, and thrombectomy was performed. The authors 
concluded that there was no connection between the 
occluded external carotid artery and the thrombus forma- 
tion in the internal carotid artery. Although that conclusion 
may be entirely correct, I caution against he widely held 
concept that an occluded external carotid artery after 
carotid endarterectomy has no clinical significance. 
Although the occluded internal carotid artery stump 
has been widely recognized as a potential source for emboli 
through a patent external carotid artery system, scant, if 
any, attention has been directed toward the possibility of an 
occluded external carotid artery representing (1) a source of 
emboli through a widely patent internal carotid artery or 
(2) a focus for thrombosis involving the internal carotid 
artery. Rather, an occluded external carotid artery after 
carotid endarterectomy is generally viewed as having no 
clinical significance, and that is usually the case. 
